I.-Mrs. F. G., aged 37, had had eight normal pregnancies. In 1935 she again became pregnant, her last period having been on July 27. She was admitted to Woburn Hospital at the beginning of December, on account of severe abdominal pain associated with slight uterine bleeding. I saw her on December 12, and had her admitted to Guy's Hospital. I kept her under observation for three weeks and during the whole of that time she complained of constant pain, with exacerbations so severe that morphia, gr. 1, did not relieve them. There was no vomiting. Examination always showed a very asymmetrical uterus which corresponded in size with her dates, but the enlargement was noticed to be mostly of the right side; further, the uterus was always very tense and exceedingly tender to palpation. There was slight haemorrhage almost every day, in spite of rest in bed. X-rays showed a normal foetus, and the Friedman test was positive in normal dilutions of urine. On January 2, Mr. Chapple saw the patient, and in view of the possibility of an interstitial pregnancy or-less likely-a fibroid undergoing necrobiosis, he decided to perform a laparotomy. At operation the uterus showed marked asymmetry; it was removed by subtotal hysterectomy. It was very striking how the patient's mentality and appearance changed after the operation, and it became additionally evident to me how severe had been the pain.
The specimen shows an asymmetrical uterus fixed in Kaiserling's solution before it was opened. On the left side the round ligament, the fallopian tube, and the ovarian ligament are all attached to the uterus very close together, on the right they are widely separated, there being two inches between each. The right fallopian tube opens into the cavity of the uterus about the middle of what at first sight appears to be the fundus uteri; it is covered by the placenta, but not, I admit, its centre; none the less, I think it is an example of angular pregnancy, typical in its history and clinical findings.
The details of the second case have been given me by Mr. Gibberd:
II.-Mrs. R. S., a primigravida, had been under the care of her doctor throughout pregnancy, and she sent for him on February 7, 1936, because labour had begun. She was then thirty-six weeks pregnant. The breech was presenting and after a normal first stage which lasted about eighteen hours, she quickly delivered herself of a healthy female infant weighing about 4 lb. There was no post-partum haemorrhage, but as the placenta had not been delivered an hour and a half later, an attempt at Cred6's expression was made. This failed to deliver the placenta, but resulted in a slight loss of blood per vaginam. A general anesthetic was given and a hand was introduced into the uterus, but it was found impossible to identify the edge of the placenta or to separate any part of it. The attempt at manual removal was therefore abandoned, and another doctor was called to see the patient.
A second anaesthetic was given, and a second attempt at manual removal of the placenta was made. It was again found impossible to identify a placental edge, or to find any plane of separation between the placenta and the uterine wall, but it was possible to tear away a few small pieces of placental tissue. It became obvious that any attempt to remove the placenta, even piecemeal, must fail, so that this second attempt at manual removal was abandoned. It was particularly noticed that there was only very slight bleeding in spite of the internal manipulations, and the general condition of the patient remained fairly good. She was given morphia and was brought twenty miles by ambulance to Guy's Hospital. On admission to hospital, three hours after the birth of the infant, the patient had recovered from the effects of the two anesthetics, her pulse-rate was 120, and there 1648 66 Z was only slight bleeding per vaginam. The uterus could be felt through the abdominal wall as a hard tumour occupying the lower abdomen to within two inches of the umbilicus. A provisional diagnosis of placenta accreta was made, and it was decided to explore the uterine cavity under an anesthetic and, if the diagnosis was confirmed, to perform immediate abdominal hysterectomy. Anaesthesia with nitrous oxide, oxygen and etber was induced and a hand was passed into the uterine cavity. The walls of the uterus were well retracted and it was difficult to find accommodation for the hand in the cavity. No placental edge could be felt and the whole of the uterine cavity seemed uniformly smooth except in the upper left-hand corner, where a small ragged crater could be felt. This was evidently the place from which small pieces of placenta had been torn off during the second attempt at manual removal, but an attempt to remove more tissue from the region of the crater was unsuccessful, and as the diagnosis of placenta accreta was considered to have been confirmed, laparotomy was performed.
On opening the abdomen a well retracted uterus was seen, but there was a very prominent bulge on the left side of the fundus which consisted of a very thin uterine wall through which the blue colour of the venous sinuses underlying the placental site could be seen. The uterus was removed by subtotal hysterectomy and the abdomen was closed. The patient had an uneventful convalescence, and she and her baby left hospital a fortnight later.
Dr. F. J. Sale has kindly given me details of her pregnancy. She was a healthy woman and had never before been pregnant, nor had she ever had any operation upon the uterus. There was nothing in her previous history to suggest that there had ever been any pelvic disease. She was first seen at the ninth week of pregnancy on account of slight vaginal bleeding; a pelvic examination revealed a retroverted gravid uterus, and a diagnosis of threatened abortion was made. With rest in bed all bleeding ceased, and a pelvic examination a week later showed the uterus to be anteverted. A HodgQ pessary was inserted to maintain it in this position. At the twelfth week another slight haemorrhage occurred. At the fifteenth week the uterus was found to be enlarging at the proper rate, but it was noticed that there was a rather prominent bulge in the region of the left side of the fundus. The lodge pessary was removed. Further slight haemorrhages occurred at the twenty-second, twenty-third, twenty-sixth, and thirtieth weeks of pregnancy, and on each occasion the patient was carefully examined. The asymmetry of the uterus was noted on every occasion and the fundus of the uterus seemed unduly wide, with a more prominent bulge on the left side. The position of the fcetus could not be made out, and the shape of the uterus gave rise to a suspicion that it might be lying transversely. Apart from this no abnormality was found. The blood-pressure was never raised, and there was never any albumin in the urine. At no time during pregnancy did the patient complain of pain.
The uterus removed at operation was hardened, and then opened by a coronal incision passing just behind the attachments of the fallopian tubes and round ligaments. The illustration is a photograph of the front half of the specimen viewed from behind. The greater part of the wall of the uterus is typical of the thick retracted muscle of the third stage of labour, and averages 2-5 cm. in thickness. There is a very prominent bulge on the left hand side of the fundus which forms a sort of diverticulum communicating with the cavity of the uterus. The greatest internal diameter of this diverticulum is 6 cm., but where it communicates with the uterine cavity proper it is somewhat constricted to 2 cm. The muscle of the uterine wall over the site of the placenta is very thin, only 4 mm. in thickness; I think this is due partly to the normal relative thinness of the wall at the placental site, partly to the overstretching of the right angle of the uterus by the pregnancy, and partly to the absence of retraction in this area owing to the distension by the retained placenta.
It may be asked why this is not considered to be a case of placenta accreta. Sections from the placental site were sent to Professor Robert Meyer of Berlin, who kindly gave his opinion that there was everywhere definite decidua, though it was very thin.
In these two specimens there has been a slight difference in the exact position of implantation of the ovum; in the first it has been either at the internal ostium of the fallopian tube or only slightly to one or other side of this point, but in the second I suspect that the ovum was implanted in the interstitial portion of the tube a little way from the ostium, and that a correspondingly greater distension of the angle of the uterus has occurred; it is not an interstitial tubal pregnancy how-Case II.-Uterus incised coronally, showing placenta in situ. ever for, as it developed, the ovum has been in part accommodated in the uterine cavity proper.
Both cases are typical in the tendency to abort, and the first is typical also in the severe pain, and the tenderness and tenseness of the uterus. The usual spontaneous abortion that one sees is not associated with more than moderate pain, and it occurs to me that perhaps some of those cases in which there is severe pain, occasionally for days before there is any bleeding, are really cases of angular pregnancy.
Dr. S. K. WESTMANN said that two cases of angular pregnancy which he had observed, might be of interest from the diagnostic, as well as from the operative point of view, for in both a wrong diagnosis of adherent placenta had been made, and they were transferred to hospital with perforation of the uterus due to attempts to remove the placenta. Both cases were dealt with by subtotal hysterectomy.
